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This article is part of a research project that aims 
at scrutinizing the paradox of the subsistence ethics 
(moral economy) and the actual subsistence, focusing 
on children’s mortality. Previous research prevailed 
subsistence ethics of mutual assistance in “poor” 
regions and among the deprived population.1 Such 
a moral economy works in times of food shortage 
and communal work during rituals, funerals, and 
weddings.2 However, Child Mortality Rates (CMR) in 
such regions indicate that it does not necessarily work 
successfully against sickness and death. According to 
the 2002 census, Lindi Region (217/1000), Mtwara 
Region (212), Dodoma Region (191), and North 
Zanzibar (170) have the highest CMR.3
Such subsistence ethics have been prevalent 
especially in “poor” regions, but how do they influence 
actual subsistence against child mortality and what are 
the limits? While previous research concentrated on 
direct causes of children’s mortality, this research aims 
at looking into how the indirect causes, such as social 
structure, influence children’s mortality. This article 
attempts to analyze influencing factors, including 
indirect causes, on children’s mortality and morbidity 
based on questionnaire interviews which has been 
done in Majeleko Village, Dodoma Region in Central 
Tanzania, and Machinga II Village, Lindi Region in 
Southeast Tanzania4.
2.  Research Area 
Lindi and Dodoma regions have been chosen as 
places of research based on the fact that they rank high 
on CMR. Due to lack of sufficient information at the 
district and village levels, the selection of villages has 
been based on scanty information. However, the two 
villages have a commonality that they are both rural 
villages but not completely remote from the regional 
towns, and that they both have occasional problems of 
food shortage. Furthermore, the author had visited both 
two villages twice prior to the questionnaire interview, 
which enabled understanding of the village setting. 
Lastly, but most importantly for this analysis, the 
questionnaire interview confirmed that more than half 
of the women had experienced losing their children.
Majeleko Village, Chamwino District, Dodoma 
Region is located 60 km East of Dodoma City. There 
are 723 households within the village5. The major 
ethnic group is the Gogo, with minority Mzigua/
Nguu. Majority of the population are Christians, with 
a minority of Islam. There is a dispensary and an 
elementary school in the village. It is an agro-pastoral 
society, and their major crops are food crops such as 
maize and sorghum, with cash crops such as sesame, 
sunflower, and peanuts. It is estimated that 3,000 cows 
and 1,400 goats and sheep live in the whole village.6
Mchinga II Village, Lindi Rural District, Lindi 
Region is located on the coast. The total population 
is 1,874, and total households within the village is 
493. The major ethnic group is Machinga, which 
is a mix between Mwera and Makonde, but in this 
questionnaire interview, most answered that they are 
either Mwera or Makonde. Majority of the population 
is Islam. There is an elementary school in the village, 
but the closest health facility is in the neighboring 
village, Mchinga I Village. Majority of the people 
are farmers, but with substantive number of men that 




The questionnaire interviews were done during 
August and September 2014, orally in Swahili. 100 
women in 10 Sub-Villages were selected (including 50 
women in female headed households); 98 in Majeleko 
and 95 in Mchinga II responded to the questionnaire 
interviews7. Research ethics were followed in 
accordance to the rule and regulations of the 
Utsunomiya University, such as asking prior approval 
to interview. 
The questionnaire interview was based on a 
comprehensive questionnaire in Swahili. The questions 
included 102 questions about I the respondents, 
II education and unyago, III marriage and family, 
IV livelihood and food availability, V money, and 
VI children.
This article is structured as following. Firstly, 
answers to questions on children’s mortality (Question 
67) and morbidity (Q86) is introduced to understand 
the situation.
Secondly, results of the cross tabulation and 
correlation, which were statistically significant 
(p>0.05), are introduced. Almost all optional questions 
were cross tabulated against questions 67 and 86 on 
mortality and morbidity. The following answers to the 
questions were analyzed:
sub-village, 
I. 2. kabila ( ≒ ethnic group), 3. Ukoo (clan), 4. lineage, 
(5. kilawa lineage,) 6. age, 7. birthplace, 8. religion; 
II. 9. unyago (female ritual), 14-17. what they learned from 
unyago, 19. decision makers of unyago, 20. daughter’s 
unyago, 25. education, 26-30. what they learned from 
where;
III. 32-38 about marriage, (39. family structure); 
IV. 40. livelihood, 41. land, 42. ownership, 43. crops, 
44. food, 45. decision makers of crops, 46-47. food 
availability, 48. food priority, 49. pregnant woman’s food 
sufficiency, 50. livestock; 
V. 51. consumption, 52. decision makers of cash, 
54,56. income, 58. remittance; 
VI. 60. child’s birth, 61. place of child’s birth, 
62. assistance, 63. safe birth, 70. bringing up children, 
71. father’s role, 73. other help, 76. breastfeeding, 77. its 
sufficiency, 78. mother’s food sufficiency, 79-80. baby’s 
food, 81. advice on nutrition, 82. preparing food, 83. food 
sufficiency, 84. food assistance, 85. children eating at 
others’, 86. sickness, 87. advice on sickness, 88. herbal 
medicine, 89. traditional healer, 92. hospital, 95. decision 
on health, 96-100. assistances, and 101. advices8.
The questions in brackets were only asked in Mchinga 
II.
Co-relations with questions answered by numbers 
were analyzed against the number of children’s deaths 
(Q67). Age (Q6), amount of bridewealth (Q36), family 
structure (Q39), number of months with insufficient 
food (Q47), number of children born (Q60), first 
child’s age (Q65), last child’s age (Q66), number of 
children brought up (Q70), and start of child’s food 
(Q79) has been analyzed.
Both cross-tabulation and co-relations were 
analyzed using SPSS. The Pearson method is generally 
used, unless it has been necessary to use the Fisher 
method (when the expectation of the cell is below 5 
points) in cross tabulation. 
Finally, influencing factors on children’s mortality 
and morbidity are analyzed and summarized to form 
conclusions. This research is NOT analyzed from a 
medical perspective but highlights social and personal 
perspectives and action related which is likely to have 
influence on children’s mortality and morbidity.
I.  Children’s Mortality and Morbidity
According to the questionnaire interviews, more 
than half of the respondents experienced losing 
their children in both villages (Graph1). Number of 
children’s deaths range from one to eight, peaking at 
one (Graph 2).
The most common reason for children’s deaths is 
fever, followed by malaria in both villages (Graph 3). 
Other major reasons were stomach, accident, head-
related, or unknown.
In Majeleko, the top two reasons for deaths, fever 
and malaria, stand out especially (Table 1-1). Although 
the number of respondents that answered age of the 
children is limited, the reasons for deaths of children 
at pregnancy or right after birth were either unknown 
or related to the stomach. Major reason of deaths for 
children under one is malaria, followed by unknown 
reasons. There were three cases of children’s deaths 
between the ages of one to three, related to the head. 
There was an accident at the age of seven.
The age difference can be more clearly seen in 
the responses of Mchinga II Village (Table 1-2). Most 
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Graph 1: Children’s death and sickness
Source: Based on the questionnaire interviews in Majeleko and Mchinga II 
villages in 2014 (Q67, Q86).
Graph 2: Number of children’s death
Source: Based on the questionnaire interviews in Majeleko and Mchinga II 
villages in 2014 (Q67).
Graph 3: Reasons for children’s death
Source: Based on the questionnaire interviews in Majeleko and Mchinga II 
villages in 2014 (Q67).
Graph 4: Reasons for children’s sickness
Source: Based on the questionnaire interviews in Majeleko and Mchinga II 
villages in 2014 (Q86).
respondent’s do not know the reason of the death at 
pregnancy or right after birth. Furthermore, over half 
of the children’s deaths occurred before the child 
reached the age of one, and main reasons are fever, 
malaria, diarrhea, or unknown. Between the age above 
one to five, children’s accidents appear as they start to 
walk on their own. 
About two thirds of the respondents answered that 
their children experienced some kind of sickness while 
small (Graph 1), relatively more in Majeleko. The 
most typical disease was fever and malaria -21 cases 
indicated as “fever of malaria” or “malaria fever”-
followed by stomach problems in Majeleko (Graph 4, 
Table 2-1). In Mchinga II, malaria is the most common 
children’s disease followed by fever (Table 2-2). Cases 
of convulsion were also seen in both villages.








































Source: Based on the questionnaire interviews in Majeleko and Mchinga II villages in 2014 (Q67, Q86).
























Number  of respondents
Majeleko
Mchinga II
Source: Based on the questionnaire interviews in Majeleko and Mchinga II villages in 2014 (Q67).
















4 Stomach, Diarrhea, cholera,
vomiting
2 Malaria
1 Fever, convulsion, cold
Number  of re pondents
Majeleko
Mchinga II
Source: Based on the questionnaire interviews in Majeleko and Mchinga II villages in 2014 (Q86).


































Number of Children Dead
Majeleko
Mchinga II
Source: Based on the questionnaire interviews in Majeleko and Mchinga II villages in 2014 (Q67).
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Table 1-1: Age and Reason for Children’s Deaths (Majeleko 
Village)
Note: * Children from the same mother.
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q67).
Table 2-1: Children’s Disease (Majeleko)
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q86).
Table 1-2: Age and Reason for Children’s Deaths (Mchinga 
II Village)
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q67).
Table 2-2: Children’s Disease (Mchinga II)
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㻢㻜 㻣 㼂㼍㼞㼕㼛㼡㼟㻌㼍㼓㼑㼟 㻹㼍㼘㼍㼞㼕㼍㻌㼍㼚㼐㻌㼔㼕㼓㼔㻌㼒㼑㼢㼑㼞㻚 㻞 㻹㼍㼘㼍㼞㼕㼍























㻹㼍㼘㼍㼞㼕㼍㻘㻌㼞㼍㼟㼔㻘㻌㼏㼛㼘㼐㻘㻌㼐㼕㼍㼞㼞㼔㼑㼍㻘㻌㼢㼛㼙㼕㼠㼕㼚㼓 㻝 㻝 㻝
㻲㼑㼢㼑㼞㻌㼛㼒㻌㼏㼛㼚㼢㼡㼘㼟㼕㼛㼚㻌㼍㼚㼐㻌㼙㼍㼘㼍㼞㼕㼍 㻝 㻝
㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞㻌㼍㼚㼐㻌㼙㼍㼘㼍㼞㼕㼍 㻝 㻝

















































Epilepsy, malaria → cured 㻝 㻝
㻮㼛㼐㼥㻘㻌㼙㼍㼘㼍㼞㼕㼍 㻝
㻹㼍㼘㼍㼞㼕㼍㻌㼍㼚㼐㻌㼢㼍㼞㼕㼛㼡㼟㻌㼟㼕㼏㼗㼚㼑㼟㼟 㻝























㻝 㼍㼠㻌㻣㻌㼙㼛㼚㼠㼔㼟㻌㼜㼞㼑㼓㼚㼍㼚㼏㼥 㻿㼠㼛㼙㼍㼏㼔㻌㼜㼍㼕㼚㼟㻚㻌㼀㼣㼕㼚㻚 㻠 㻿㼠㼛㼙㼍㼏㼔㻘㻌㼐㼕㼍㼞㼞㼔㼑㼍㻘㼏㼔㼛㼘㼑㼞㼍
㻟㻤 㻝 㻥㻌㼙㼛㼚㼠㼔㼟㻌㼜㼞㼑㼓㼚㼍㼚㼏㼥 㼃㼔㼑㼚㻌㻵㻌㼓㼍㼢㼑㻌㼎㼕㼞㼠㼔㻘㻌㼠㼔㼑㻌㼟㼛㼡㼚㼐㼟㼠㼛㼜㼜㼑㼐㻚㻌㻭㼠㻌㼔㼛㼙㼑㻚 㻟 㼁㼚㼗㼚㼛㼣㼚
㻡㻣 㻟 㼂㼑㼞㼥㻌㼟㼙㼍㼘㼘㻘㻌㼞㼕㼓㼔㼠㻌㼍㼒㼠㼑㼞㼎㼕㼞㼠㼔 㻴㼑㼜㼍㼠㼕㼠㼕㼟 㻠
㻿㼠㼛㼙㼍㼏㼔㻘㻌㼐㼕㼍㼞㼞㼔㼑㼍㻘
㼏㼔㼛㼘㼑㼞㼍㻘㻌㼑㼠㼏㻚
㻟㻝 㻟 㻖㻞㼚㼐㻌㼐㼑㼍㼠㼔㻦㻌㼞㼕㼓㼔㼠㻌㼍㼒㼠㼑㼞㼎㼕㼞㼠㼔㻌㻔㻞㻜㻜㻠㻕 㻰㼛㼚㻓㼠㻌㼗㼚㼛㼣 㻟 㼁㼚㼗㼚㼛㼣㼚
㻠㻝 㻞 㻝㻌㼣㼑㼑㼗㻌㻔㻝㻥㻥㻜㻕 㻾㼑㼍㼟㼛㼚㻌㼡㼚㼗㼚㼛㼣㼚㻚 㻟 㼁㼚㼗㼚㼛㼣㼚
㻠㻢 㻞 㻝㻌㼙㼛㼚㼠㼔㻌㻔㻝㻥㻥㻜㻕 㻹㼍㼘㼍㼞㼕㼍㻌㻌 㻞 㻹㼍㼘㼍㼞㼕㼍
㻠㻝 㻞 1 month（1994) 㻹㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻡㻥 㻞 㻝㻌㼙㼛㼚㼠㼔㼟㼠㼕㼘㼘㻌㼍㻌㼎㼍㼎㼥 㻿㼠㼛㼙㼍㼏㼔㻌㻌 㻠
㻿㼠㼛㼙㼍㼏㼔㻘㻌㼐㼕㼍㼞㼞㼔㼑㼍㻘
㼏㼔㼛㼘㼑㼞㼍






㻢㻞 㻡㻌㼙㼛㼚㼠㼔㼟 㻹㼍㼘㼍㼞㼕㼍㻌㼒㼑㼢㼑㼞 㻞 㻹㼍㼘㼍㼞㼕㼍
㻡㻣 㻟 㻢㻌㼙㼛㼚㼠㼔㼟 㼚㻚㼍㻚
㻠㻞 㻝 㻝㻌㼥㼑㼍㼞 㻶㼡㼟㼠㻌㼔㼍㼐㻌㼒㼑㼢㼑㼞㻌㼒㼞㼛㼙㻌㼙㼍㼘㼍㼞㼕㼍㻚 㻞 㻹㼍㼘㼍㼞㼕㼍






㻡㻥 㻞 㻟㻌㼥㼑㼍㼞㼟 㼃㼍㼟㻌㼟㼕㼏㼗㻦㻌㼔㼑㼍㼐㻚㻌㼃㼑㼚㼠㻌㼠㼛㻌㼠㼔㼑㼔㼛㼟㼜㼕㼠㼍㼘㻘㻌㼎㼡㼠㻌㼐㼕㼑㼐㻚 㻢 㻴㼑㼍㼐
㻡㻡 㻝 㻡㻌㼥㼑㼍㼞㼟 㻱㼜㼕㼘㼑㼜㼟㼥㻚 㻝 㻲㼑㼢㼑㼞㻘㻌㼑㼠㼏㻚
㻟㻝 㻟 㻖㻟㼞㼐㻌㼐㼑㼍㼠㼔㻦㻌㻣㻌㼥㼑㼍㼞㼟㻌㼛㼘㼐㻔㻞㻜㻝㻠㻕 㻲㼑㼘㼘㻌㼒㼞㼛㼙㻌㼠㼔㼑㻌㼠㼞㼑㼑㻚 㻡 㻭㼏㼏㼕㼐㼑㼚㼠
㻡㻞 㻝 㻝㻜㻌㼥㼑㼍㼞㼟 㻲㼑㼢㼑㼞㻘㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻞㻜 㼘㼛㼚㼓㻌㼠㼕㼙㼑㻌㼍㼓㼛 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻠㻤 㻝 㻝㻥㻤㻝 㻲㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻣㻞 㻟 㻝㻥㻠㻝 㻲㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻝 㻝㻥㻤㻢 㻯㼛㼚㼢㼡㼘㼟㼕㼛㼚㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻟 㻝㻥㻤㻢 㼚㻚㼍㻚
㻠㻞 㻝 㻝㻥㻤㻤 㻲㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻟㻞 㻞 㻝㻥㻥㻜㻙㻞㻜㻝㻜 㻲㼑㼢㼑㼞㻌㼛㼒㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻡㻠 㻞 㻝㻥㻥㻝 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻠㻣 㻝 㻝㻥㻥㻝 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻠㻢 㻞 㻥㻟㻛㻥㻥 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻡㻝 㻠 㻝㻥㻥㻟㻘㻌㻝㻥㻥㻤 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻟㻤 㻞 㻝㻥㻥㻡 㻲㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻟㻣 㻝 㻝㻥㻥㻢 㼃㼍㼟㻌㼟㼕㼏㼗㻌㼣㼕㼠㼔㻌㼔㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻟 㻝㻥㻥㻢 㻯㼛㼚㼢㼡㼘㼟㼕㼛㼚㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻟㻡 㻞 㻥㻥㻛㻞㻜㻝㻟 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻠㻢 㻞 㻞㻜㻜㻜 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻟㻞 㻚 㻞㻜㻜㻡 㻰㼕㼑㼐㻌㼒㼞㼛㼙㻌㼒㼑㼢㼑㼞㻌㼛㼒㻌㼠㼔㼑㻌㼔㼑㼍㼐 㻝 㻲㼑㼢㼑㼞
㻟㻠 㻝 㻞㻜㻜㻡 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻞㻤 㻝 㻞㻜㻜㻡 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻞㻣 㻝 㻞㻜㻜㻡 㼚㻚㼍㻚
㻟㻟 㻝 㻞㻜㻜㻡 㻹㼍㼘㼍㼞㼕㼍㻌㼒㼑㼢㼑㼞 㻞 㻹㼍㼘㼍㼞㼕㼍
㻞㻣 㻟 㻞㻜㻜㻢㻛㻞㻜㻜㻣㻛㻞㻜㻝㻝 㻲㼑㼢㼑㼞㻌㼒㼞㼛㼙㻌㼏㼛㼘㼐 㻝 㻲㼑㼢㼑㼞
㻡㻞 㻝 㻞㻜㻜㻢 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻡㻥 㻞 㻞㻜㻝㻜 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻞㻝 㻝 㻞㻜㻝㻜㻚㻌㻤 㻺㼛㻌㼞㼑㼍㼟㼛㼚 㻟 㼁㼚㼗㼚㼛㼣㼚
㻞㻥 㻝 㻞㻜㻝㻝 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻣㻟 㻝 㻞㻜㻝㻝 㻿㼜㼘㼑㼑㼚㻌㼣㼍㼟㻌㼟㼕㼏㼗 㻣 㻻㼠㼔㼑㼞
㻟㻣 㻚 㻞㻜㻝㻠 㻳㼛㼠㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻢㻟 㻟 㻯㼛㼚㼢㼡㼘㼟㼕㼛㼚㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻢㻟 㻟 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻡㻡 㻞 㻲㼑㼢㼑㼞㻌㼙㼍㼘㼍㼞㼕㼍 㻞 㻹㼍㼘㼍㼞㼕㼍
㻟㻣 㻟 㻳㼛㼠㻌㼔㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻚 㻢 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻢 㻿㼡㼐㼐㼑㼚㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻠 㻹㼍㼘㼍㼞㼕㼍㻌㼒㼑㼢㼑㼞 㻞 㻹㼍㼘㼍㼞㼕㼍
㻟 㻴㼕㼓㼔㻌㼒㼑㼢㼑㼞 㻝 㻲㼑㼢㼑㼞
㻞 㻹㼍㼘㼍㼞㼕㼍㻌㼒㼑㼢㼑㼞㻌㼍㼚㼐㻌㼏㼛㼚㼢㼡㼘㼟㼕㼛㼚 㻞 㻹㼍㼘㼍㼞㼕㼍








II. Results of cross-tabulation and co-relations 
against child mortality
In this section, results of cross-tabulation of 
co-relations that were statistically significant are 
introduced. The graphs for Majeleko Village is 
indication on the left column, and for Mchinga II is on 
the right.
1.  About the respondent
Questions that showed statistically significant 
relationship with infant mortality were age groups 
in both villages, and ethnic groups in Mchinga II. In 
both villages, less women under the age of 40s had 
less experience of losing their children in comparison 
to women over the age of 50s and women of age 
unknown (Graph 5)9.
In Mchinga II, more women in major ethnic 
groups (Mwera, Makonde, and Machinga) tended to 
have faced children’s deaths more frequently than 
other minor ethnic groups (Graph 6). However, other 
minor ethnic groups included more younger women 
especially under  40s, which is likely to be the major 
reason for the difference.
2.  Education and adult rituals
Within questions related to education and 
adult rituals (unyago), educational attainments 
had statistically significant relationship with child 
mortality in Mchinga II. All women who finished 
secondary school, and more than half of women who 
went to elementary school did not experience loosing 
children (Graph 7). On the other hand, more than half 
of women who did not go to school experienced losing 
their children.
Knowledge about menstruation, birth, nutrition, 
and health from schools and dispensary also had 
statistical differences. In Majeleko, women who 
learned about birth (Graph 8-1a) and nutrition (Graph 
8-1b) from school were few, but most of them did 
not experience their children’s deaths. In Mchinga II, 
majority of women who learned about menstruation 
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Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q6, Q67).























Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q2, Q67).



















Note: P=0.024 (Secondary school, Fishers), P=0.006 (Elementary school, including 5 who preceded
to secondary school, but excluding 2 who went to madras only.)
The  data in graph for elementary school excludes  those who proceeded to secondary school.
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q25, Q67).
















Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q2, Q67).
Graph 5-1: Age and children’s death (Majeleko)
Note: P=-0.000
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q6, Q67).
Graph 5-2: Age and children’s death (Mchinga II)
Note: P=0.017
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q2, Q67).
Graph 6: Ethnic groups and children’s death (Mchinga II)
Note: P=0.044
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q2, Q67).
Graph 7: Sc ling and children’s death (Mchinga II)
Note: P=0. 2 Secondary school, Fishers), P=0.006 (E ementary school, including 
5 who precededt  secondary scho l, but excluding 2 who went to madras only.)
The data in graph for elementary school excludes those who proceeded to 
secondary school.
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q25, Q67).
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Graph 8-1a: Learning about birth from school and 
children’s death (Majeleko)
Note: P=0.041; n.a.= no answer and/or  other answers.
Source: Based on the questionnaire interviews in Majelekoin 2014 (Q26, Q67).
Graph 8-2a: Learning about menstruation from the 
dispensary and children’s death (Mchinga II)
Note: P=0.002
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q26, Q67).
Graph 8-2b: Learning about birth from the dispensary and 
children’s death (Mchinga II)
Note: P=0.005
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q27, Q67).
Graph 8-2c: Learning about women and children’s health 
from the dispensary and children’s death 
(Mchinga II)
Note: P=0.042
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q29, Q67).
Graph 8-1b: Learning about nutrition from school and 
children’s death (Majeleko)
Note: P=0.022
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q26, Q67).
Graph 9a: Husband from this village and children’s death 
(Majeleko)
Note: P=0.014
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q33, Q67).
Graph 9b: Who decided about your marriage and 
children’s death (Majeleko)
Note: P=0.014
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q34, Q67).
SAKAMOTO Kumiko
Graph 8-2b: Learning about birth from the dispensary 





















Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q27, Q67).


















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q33, Q67).






















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q34, Q67).
Graph 8-2c: Learning about women and children’s health from



















Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q29, 67).
Graph 8-2a: Learning about menstruation from the dispensary and























Source: Based on the questionnaire interviews in Mchinga II Village in 2014 (Q26, Q67).























Source: Based on the questionnaire interviews in Majeleko in 2014 (Q26, Q67).






















Note: P=0.041; n.a.= no answer and/or  other answers.
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q26, Q67).
(Graph 8-2a), birth (Graph 8-2b), and women and 
children’s health (Graph 8-2c) from the dispensary did 
not experience children’s deaths. 
3.  Marriage and family 
Questions related to family relations had 
statistically significant differences in Majeleko. Firstly, 
more women with husbands from the same village 
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Graph 9c: Received livestock for bridewealth and children’s 
death (Majeleko)
Note: P=0.014
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q36, Q67).
Graph 10a: Divorced women and children’s death and 
children’s death (Majeleko)
Note: P=0.029
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q37, Q67).
Graph 10b: Widowed women and children’s death 
(Majeleko)
Note: P=0.036 (Fishers)
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q37, Q67).
Graph 11a: Sorghum as major crop and children’s death 
(Majeleko)
Note: P=0.043
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q43, Q67).
experienced children’s deaths (Graph 9a). Secondly, 
more women whose parents arranged their marriage 
experienced children’s deaths (Graph 9b). Thirdly, 
more women who received livestock as bridewealth 
experienced children’s deaths (Graph 9c).
Women’s marital status also indicated differences. 
Only a few divorced women experienced children’s 
deaths (Graph 10a), whereas most widowed women 
experienced children’s deaths (Graph 10b).
In Mchinga II, number of household members had 
significant relationships with the number of children’s 
deaths (as a rate out of children brought up). Women 
with more family members, experienced a lower rate 
of children’s deaths (-0.231, P=0.036). Families with 
a higher percentage of women, experienced a higher 
death rate (0.270, P=0.013), whereas families with a 
higher percentage of men experienced a lower death 
rate (-0.270, P=0.013).
4. Livelihood and food
In regard to livelihood, two questions in Majeleko 
and one question in Mchinga II had a relationship with 
children’s deaths.
In Majeleko, answers on major crop and major 
food had the following relationship. Among the 17 
women who cultivated sorghum, many experienced 
children’ deaths (Graph 11a). Furthermore, all 
6 women who do not eat maize as a major crop, 
experienced children’s deaths (Graph 11b). More 
women who answered that lactating women are 
prioritized when there is lack of food, experienced 
children’s deaths (Graph 12).
In Mchinga II, more women cultivating alone 
experienced children’s deaths in comparison to 
children cultivating with their husbands (Graph 13). 
Influencing Factors on Children’s Mortality and Morbidity























Source: Based on the questionnaire interviews in Majeleko in 2014  (Q37, Q67).






















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q37, Q67).




















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q36, Q67).





















Source: Based on t e questionnaire interviews in Majeleko in 2014  (Q43, Q67).
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Multiple choice. Answer including 2 and 3 has been demarcated as 0 (different from Sakamoto 2015b,d)
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q42, Q67).





















Source: Based on the questionnaire interviews in Majeleko in 2014  (Q61, Q67).
Graph 15b: Being assisted  by a traditional birth attendant (TBA)





















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q62, Q67).

























Note: P=0.099 (women), P=0.020 (men), P=0.878 (men and women)
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q52, Q67).






















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q44, Q67).























Source: Based on the questionnaire interviews in Majeleko in 2014 (Q48, Q67).
5. Money
In Mchinga II, there were statistically significant 
relationships with decision making of cash. While 
decision on cash are made typically by women, or by 
both men and women, the minority of women who 
answered that men make decisions, rarely experienced 
children’s deaths (Graph 14).
6. Children
6.1. To give birth to children
In Mchinga II, the number of children born had 
a positive correlation with the number of children’s 
deaths (0.581, P=0.000). However, the rate as a 
percentage within the number born did not have any 
correlation (0.112, P=0.312), whereas the percentage 
within the number brought up had a positive 
correlation (0.355, P=0.003). 
In Majeleko, none of the above had any 
correlations (P=0.505, P=0.114, P=0.099 respectively). 
However, the rate of percentage out of the number 
Graph 11b: Maize as major food and children’s death 
( ajeleko)
Note: P=0.030 (Fishers)
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q44, Q67).
Graph 13: Cultivating alone or with spouse and children’s 
death (Mchinga II)
Note: P=0.014
Multiple choice. Answer  including 2 and 3 has been demarcated as 0 
(different from Sakamoto 2015b,d)
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q42, Q67).
Graph 1 : ecision makers of cash a d children’s death 
(Mchinga II)
Note: P=0.099 (women), P=0.020 (men), P=0.878 (men and women)
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q52, Q67).
Graph 12: Prioritizing lactating women for food and 
ch ldren’s de h (Majelek )
Note: P=0.030
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q48, Q67).
Graph 15a: Giving birth at home and children’s death 
(Majeleko)
Note: P=0.026
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q61, Q67).
Graph 15b: Being assisted  by a traditional birth attendant 
(TBA) and children’s de th (Maj leko)
Note: P=0.043
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q62, Q67).
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brought up showed a negative correlation although not 
statistically significant (-0.279, P=0.099). 
Also in Majeleko, the majority of women, who 
gave birth at home (Graph 15a) and/or who were 
helped by a traditional birth attendant (Graph 15b), 
although both rare, had more experience of losing their 
children.
In both villages, age of the first child (Q65) and 
last child (Q66) had positive correlations with the 
number of children’s deaths the women experienced10.
Influencing Factors on Children’s Mortality and Morbidity
Graph 16a: Sorghum as children’s first food (porridge) and




















Source: Based on the questionnaire interviews in Mchinga Ii in 2014 (Q80, Q67).
Graph 16b: Maize as children’s first food (porridge) and





















Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q80, Q67).
Graph 17a: Relatives/friends that help when lacking food



























Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q84, Q67).



















Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q85, Q67).






















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q86,  Q67).
Graph 18a: Children’s experience of sickness and children’s 
death (Majeleko)
Note: P=0.000
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q86, Q67).
Graph 18b: Advice from elders on children’s health and 
children’s death (Majeleko)
Note: P=0.044 (Fisher)
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q87, Q67).
Graph 19: Help in looking after children and children’s 
death (Majeleko)
Note: P=0.033
Source: Based on the questionnaire interviews in Majeleko in 2014 (Q99, Q67).
Graph 16a: Sorghum as children’s first food (porridge) and 
children’s death (Mchinga II)
Note: P=0.052
Source: Based on the questionnaire interviews in Mchinga Ii in 2014 (Q80, Q67).
Graph 16b: Maize as children’s first food (porridge) and 
children’s death (Mchinga II)
Note: P=0.024
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q80, Q67).
Graph 17a: Relatives/friends that help when lacking food 
for children and children’s death (Mchinga II)
Note: P=0.033
Source: Based o  the questionnaire interviews in Mchinga II in 2014 (Q84, Q67).
Graph 17b: Children eating at relatives house and children’s 
death (Mchinga II)
Note: P=0.047
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q85, Q67).























Source: Based on the questionnaire interviews in Majeleko in 2014 (Q87, Q67).




















Source: Based on the questionnaire interviews in Majeleko in 2014 (Q99, Q67).
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6.2. To raise children
There was no question and answer related to 
raising children that indicated a statistically significant 
relationship.
6.3. About nutrition of children
In relation to children’s nutrition, there were two 
questions that stood out statistically in Mchinga II. 
One regarding their first foods, and second regarding 
help when there is not enough food for children.
The majority of women who gave porridge of 
sorghum for children’s first food did not experience 
children’s deaths (Graph 16a). On the other hand, 
the majority of mothers who gave porridge of maize 
experienced children’s deaths (Graph 16b).
More mothers who were able to get help from 
relatives or friends when food was not enough for 
children did not experience children’s deaths (Graph 
17a). Furthermore, less of those who answered that 
it is possible for children to eat at a relative’s house 
experienced children’s deaths (Graph 17b).
6.4. About health of children
Children’s experience of sickness and elders’ 
advice was statistically significant against children’s 
deaths in Majeleko. The majority of women whose 
children experienced sickness also experienced their 
children’s deaths (Graph 18a). Although not many 
received advice from elders, almost all women who 
received it did not experience losing their children 
(Graph 18b).
6.5. Mutual help in raising children
In relation to mutual help in raising children, 
others helping in looking after their children (in 
Majeleko) and getting monetary assistance for 
children’s health and receiving advice from elders (in 
Mchinga II) had a statistically significant difference.
 In Majeleko, more women who answered that 
others help in looking after their children experienced 
children’s deaths (Graph 19).
In Mchinga II, although not many, majority of 
women who get monetary assistance for children’s 
medication experienced children’s deaths (Graph 20a). 
Additionally, although not many, a majority of women 
who answered that advice from elders as most helpful 
for giving birth and bringing up children safely, 
actually experience children’s deaths (Graph 20b).
III. Results of cross tabulation and co-relations 
against child morbidity
Issues and questions with statistically significant 
relationship with child morbidity are summarized in 
Table 3.
1. About the respondents
Age group had a statistically significant 
relationship in both villages (Q6). However, results 
were reversed in the two. The results in Majeleko 
indicated a similar trend with mortality, with 
a relatively higher percentage of older women 
experiencing children’s sickness. On the other hand, 
results in Mchinga II indicated an opposite trend that 
more young women experienced children’s sickness.
Another question was in regard to questions 
related to clan (ukoo) identity (Q3, Q5) in Mchinga 
II. Women who knew their clan had experienced 
SAKAMOTO Kumiko























Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q100, Q67).






















Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q101, Q67).
Graph 20a: Monetary help for medicine and children’s 
death (Mchinga II)
Note: P=0.008
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q100, Q67).
Graph 20b: Advice that help most and children’s death 
(Mchinga II)
Note: P=0.006
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q101, Q67).

































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































children’s sickness children’s sickness, whereas those 
who did not know their clan, did not (Q3). 
On the other hand, women who knew about 
their kilawa clan (paternal clan system unique to the 
Mwera11) had less experience of children’s disease 
(Q5).
2. Education and adult ritual
Within the questions related to knowledge, 
learning from elders (including adult ritual) provided 
statistically significant results in both villages. In 
Majeleko, those who learned about mensuration (Q14) 
and birth (Q15) from adult rituals, and those who 
learned from elders about mensuration, birth, nutrition, 
and children (Q28) had a stronger tendency to have 
experienced children’s sickness. On the other hand, 
in Mchinga II, those who learned from elders about 
nutrition had fewer tendencies to have experienced 
children’s sickness in comparison to those who have 
not (Q28).
3. Marriage and family 
Statistically significant differences were seen 
in relation to marriage in Majeleko. More women 
who were married (Q32), especially with a husband 
from the same village (Q33) experienced children’s 
sickness. Furthermore, looking into the present marital 
status (Q37), more married women experienced 
children’s sickness, whereas less unmarried women 
experienced children’s sickness. 
4. Livelihood and food
In Majeleko, those who cultivated their farms 
together, and prioritization of food had statistically 
significance with children’s sickness. In Mchinga 
II, major crop and food had statistically significant 
difference.
According to question 42, more women who 
cultivate their farm with their husband had experienced 
children’s sickness in Majeleko.
In Mchinga II, women who cultivate sorghum 
experienced children’s sickness less (Q43). 
Furthermore, less women who take cassava as major 
food experienced children’s sickness (Q44).
In Majeleko, more women who answered that 
pregnant woman are prioritized for food when there is 
food deficiency experienced children’s sickness (Q48). 
5. Money
Significant differences were seen in answers 
which considered the important usage of income (Q51), 
especially food and health. 
In Majeleko, more women who recognized food as 
an important usage of income, experienced children’s 
sickness. On the other hand, in Mchinga II, less 
women who considered food and health as important 
usage of money, experienced children’s sickness.
6. Children
Some questions related to giving birth to children, 
nutrition of children, children’s health, and mutual 
help in bringing up children had statistically significant 
answers, regarding children’s morbidity.
6.1. To give birth to children 
In Mchinga II, those who gave birth with the help 
of a doctor and those who gave birth with the help of a 
nurse, had differences (Q62). Fewer women who were 
helped by a doctor, experienced children’s sickness, 
whereas more women who were helped by a nurse, 
experienced children’s sickness.
In Majeleko, more women who experienced 
children’s deaths, experienced children’s sickness as 
well (Q67), as previously mentioned.
6.2. About nutrition of children
In Mchinga II, relatively more women who gave 
maize as children’s first food, experienced children’s 
sickness (Q80). Furthermore, in cases of insufficient 
food, less women who answered that their children can 
eat at relatives, and more women who answered that it 
is not possible, experienced children’s sickness (Q85).
In Majeleko, more women who considered 
that they did not have enough food for children, 
experienced children’s sickness (Q83).  
6.3. About health of children
In Mchinga II, although a minority, most women 
who answered that they go to a traditional healer, 
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experienced children’s sickness (Q89).
6.4. Mutual help in bringing up children
Answers to questions about mutual help in 
bringing up children indicated a mixed picture. In 
Mchinga II, relatively more women who answered that 
they help others bring up children, including those who 
help watch other’s children, experienced children’s 
sickness (Q97).
More women who received help from others to 
watch children, experienced children’s sickness in 
Majeleko (Q99). However, in Mchinga II, women 
who received help from others, experienced less. 
Although a minority, less women who received help 
for children’s education also experienced children’s 
sickness.
IV. Analysis 
The above results of cross tabulation and 
correlation with children’s mortality and morbidity is 
analyzed from the perspective of changes over time, 
health service, knowledge and advice, food, money 
consumption, family relations, and mutual assistance 
for care. The above points of analysis were drawn 
out to cover all the issues which had statistically 
significant relationships with child mortality and 
morbidity.
1.  Changes over time
The most obvious statistically significance and 
correlation can be seen in changes over time. As 
previously indicated, facing children’s deaths depended 
on the woman/mother’s age in both villages. Older 
women, above 50s and age unknown, experienced 
children’s deaths more frequently in comparison to 
their counterparts below their 40s (Graph 5, Q6). The 
correlation was also seen in the age of the youngest 
and oldest children (Q65, Q66). 
On the other hand, morbidity indicated a mixed 
picture. Older people over 50, tended to have 
experienced children’s sickness more, in comparison 
to younger people in Majeleko, but the reverse in 
Mchinga II. Considering the statistical significance 
with children’s mortality (Q67) only in Majeleko, there 
may have been a different understanding of sickness/
disease in the two villages. Women could have 
understood “children’s sickness” as mortal disease in 
Majeleko, but light sickness in Mchinga II. Another 
explanation may be that younger women in Mchinga 
II may have a stronger memory of their children’s 
sickness compared to older women. 
Many of the other issues that showed statistical 
significance may not be due to the indicated issue 
(question/answer) per se but due to the change of time. 
Therefore, all answers to questions that had statistical 
significance, were analyzed against women’s age 
group.12 
In Majeleko, few issues related to marriage, place, 
and person helping birth, morbidity, and children 
looked after by others had statistically significant 
relationship not only with mortality but also with age. 
As for decision on marriage, older women had their 
marriage arranged by their parents, whereas younger 
women (plus age unknown women) arranged their 
marriage on their own (Q34, P=0.018), therefore, 
women who had their marriage decided by their 
parents experienced children’s deaths more frequently. 
Similarly, more women who received livestock as 
bridewealth (Q36, P=0.003), and widows (Q37, 
P=0.000, Fishers) were older women. Older women 
also had more experience of children’s sickness (Q86, 
P=0.038) as previously mentioned. 
Furthermore, two thirds of women who answered 
that others helped look after their children, were older 
women (Q99, 0.008). In the previous days, others 
were more helpful in looking after children. The fact 
that these women experienced more frequently both 
children’s deaths and sickness can be explained not 
by the fact that they were helped, but because older 
women experienced mutual help.
Other issues relevant to children’s mortality 
and also age in Majeleko were related to knowledge 
from rituals and children’s food. More older women 
learned about birth from adult rituals (Q15, P=0.000). 
It is understandable, considering that adult rituals in 
Majeleko included female genital mutation, which has 
been abolished recently, therefore, younger women 
are not experiencing it. Relatively more older women 
also answered that they lacked children’s food (Q83, 
P=0.046).
Influencing Factors on Children’s Mortality and Morbidity
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In Mchinga II, ethnic groups, decision making of 
cash, and number of births had statistically significant 
differences with both child mortality and age. As 
mentioned previously, women of minor ethnic groups 
(Q2) were relatively young women (10 women below 
their 40s and only 2 above their 50s). Therefore, it can 
be explained as a result of their age, that they rarely 
experienced children’s deaths, and not necessarily 
because of their ethnic groups.
Having had primary education or not (Q25, 
P=0.000) also has a statistically significant relationship 
with age. Not many older women had a chance to go 
to school.
Most women who answered that men made 
decisions on cash spending were young women 
(Q52, 0.049). Therefore, the fact that these women 
experienced children’s deaths less is not necessarily 
due to men’s decisions, but because they have lived 
in a more recent environment more conducive to 
children’s health.
The number of births (Q60) also had a positive 
correlation with the age of the women (0.592, 
P=0.000). That is, older women had more children, 
and this has recently decreased for younger women. 
Having sorghum as a major crop in Mchinga II 
showed statistically significant results (Q43, P=0.013, 
Fishers). The few women (7) who do not have 
sorghum as a major crop, are all under the age of 40. 
Furthermore, majority of women who had cassava as a 
major food were older women (Q44, P=0.033).
2.  Health services for care
Issues related to health provided a relatively clear 
picture. Most of the women who gave birth at home, 
or were assisted by a traditional birth attendant (TBA) 
experienced children’s deaths in Majeleko (Graph 15). 
According to the results, giving birth at home assisted 
by TBA may have more risks in Majeleko. 
In Mchinga II, less women who were helped by 
a doctor to give birth, and more women who were 
helped by a nurse, experienced children’ sickness 
(Table 3, Q62). Women who can afford to be assisted 
by a doctor may be more capable to prepare a healthier 
environment for their children.
Furthermore, more women who went to the 
traditional healer experienced children’s sickness in 
Mchinga II (Q89, Table 3). However, this may be read 
in the reverse order. Women who experience children’s 
sickness may be relying on the traditional healer. 
3.  Knowledge and advices
Various results in relation to knowledge and 
advice seemed to have influenced children’s mortality 
and morbidity. 
In Majeleko, learning about birth and nutrition 
from school (Graph 8-1), and receiving advice about 
health from elders (Graph 18b), seemed to have had 
positive effects on preventing children’s mortality. A 
few women remembered specifically about providing 
children porridge from sorghum, millet, maize, and 
peanuts; and vitamins from school (Table 4-1). Many 
of the advice from elders on health seemed to be 
sending the children to the health facility when the 


























































Table 4-1: Birth and nutrition from school (Majeleko)
Table 4-2: Advices from elders (Majeleko)
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q27).
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q87).
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On the other hand, learning about their 
mensuration from adult rituals (Q14), and learning 
from elders about mensuration, birth, nutrition, and 
children (Table 3, Q28) seemed to have a negative 
effect on children morbidity. Table 5-1 elaborates what 
they have learned from unyago about menstruation, 
and Table 5-2 elaborates what they have learned 
from their elders. Although it does not indicate 
any knowledge that would have negative effects 
on children’s health, it is informative on traditional 
learning on menstruation and children’s nutrition.
In Mchinga II, learning about menstruation, birth, 
and health from the dispensary (Graph 8-2) seemed 
to have had a positive effect on preventing children’s 
mortality. Some of the contents of what they learned 
are elaborated in Table 6.
However, many of those who considered elder’s 
advice most helpful seemed to have faced children’s 
deaths relatively more (Graph 20b). On the other hand, 
advice from elders on nutrition seemed to have had a 
positive effect on children’s morbidity (Table 3, Q29). 
Some explanation regarding what they learned is 
indicated in Table 7.
4.  Food and crops
The clearest result related to food was on 
children’s first food in Mchinga II (Graph 16, Q80). 
Less women who gave sorghum porridge as children’s 
first food, experienced children’s deaths, whereas 
more women who gave maize porridge as children’s 
first food, experienced children’s deaths. This may be 
an indication of the nutritious value of sorghum, which 
can be further investigated. Similar trends in the major 
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㻚 㻚 㻚 㻚 㼀㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻌㼍㼚㼐㻌㼠㼛㻌㼠㼍㼗㼑㻌㼏㼍㼞㼑㻌㼛㼒㻌㼠㼔㼑㻌㼒㼍㼙㼕㼘㼥㻌㼣㼑㼘㼘㻚
㻚 㻚 㻚 㻚 㼀㼛㻌㼗㼑㼑㼜㻌㼠㼔㼑㻌㼎㼛㼐㼥㻌㼍㼚㼐㻌㼏㼘㼛㼠㼔㼑㼟㻌㼏㼘㼑㼍㼚㻚㼀㼛㼓㼑㼠㼔㼑㼞㻌㼣㼕㼠㼔㻌㼏㼔㼕㼘㼐㼞㼑㼚㻌㼠㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻚
㻚 㻚 㻚 㻚 㼀㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻘㻌㼎㼑㼠㼠㼑㼞㻌㼎㼕㼞㼠㼔㻘㻌㼎㼑㼠㼠㼑㼞㻌㼚㼡㼠㼞㼕㼠㼕㼛㼚㻘㻌㼍㼚㼐㻌㼠㼛㻌㼎㼞㼕㼚㼓㻌㼡㼜㻌㼏㼔㼕㼘㼐㼞㼑㼚㻚
㻚 㻚 㻚 㻚 㻴㼛㼡㼟㼑㻌㼍㼚㼐㻌㼒㼍㼙㼕㼘㼥㻌㼠㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻚
㻚 㻚 㻚 㻚 㼀㼔㼑㻌㼎㼛㼐㼥㻌㼠㼛㼓㼑㼠㼔㼑㼞㻌㼣㼕㼠㼔㻌㼏㼔㼕㼘㼐㼞㼑㼚㻌㼠㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻚
㻚 㻚 㻚 㻚 㻯㼘㼛㼠㼔㼑㼟㻌㼠㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻌㼍㼚㼐㻌㼚㼛㼠㻌㼠㼛㻌㼓㼕㼢㼑㻌㼎㼕㼞㼠㼔㻌㼣㼕㼠㼔㼛㼡㼠㻌㼠㼔㼛㼡㼓㼔㼠㻚
㻝 㻝 㻝 㻝 㻴㼛㼣㻌㼠㼛㻌㼓㼑㼠㻌㼏㼔㼕㼘㼐㼞㼑㼚㻌㼍㼚㼐㻌㼔㼛㼣㻌㼠㼛㻌㼎㼞㼕㼚㼓㻌㼡㼜㻚
㻚 㻝 㻝 㻚 㼀㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻘㻌㼠㼛㻌㼓㼕㼢㼑㻌㼜㼘㼍㼚㼚㼑㼐㻌㼎㼕㼞㼠㼔㻘㻌㼍㼚㼐㻌㼠㼛㻌㼚㼛㼡㼞㼕㼟㼔㻌㼏㼔㼕㼘㼐㼞㼑㼚㻚
㻚 㻝 㻚 㻚 㼀㼛㻌㼓㼕㼢㼑㻌㼜㼘㼍㼚㼚㼑㼐㻌㼎㼕㼞㼠㼔㻌㼍㼚㼐㻌㼠㼛㻌㼎㼑㻌㼏㼘㼑㼍㼚㻚




㻝 㻝 㻝 㻚 㼀㼛㻌㼎㼞㼕㼚㼓㻌㼡㼜㻌㼣㼑㼘㼘㻚㻌㻹㼕㼤㻌㼑㼓㼓㼟㻚
㻚 㻚 㻚 㻚 㻵㻌㼘㼑㼍㼞㼚㼑㼐㻌㼔㼛㼣㻌㼠㼛㻌㼎㼞㼕㼚㼓㻌㼡㼜㻌㼏㼔㼕㼘㼐㼞㼑㼚㻌㼍㼚㼐㻌㼓㼕㼢㼑㻌㼚㼡㼠㼞㼕㼠㼕㼛㼚㻚
㻝 㻝 㻚 㻝 㻵㻌㼘㼑㼍㼞㼚㼑㼐㻌㼒㼞㼛㼙㻌㼡㼚㼥㼍㼓㼛 㻌㼍㼚㼐㻌㼜㼍㼞㼑㼚㼠㼟㻦㻌㻰㼛㼚㻓㼠㻌㼘㼑㼍㼢㼑㻌㼏㼔㼕㼘㼐㼞㼑㼚㻘㼎㼞㼑㼍㼟㼠㼒㼑㼑㼐㻌㼡㼚㼠㼕㼘㻌㼠㼔㼑㻌㼍㼓㼑㻌㼛㼒㻌㻠㻚
㻝 㻝 㻝 㻝 㼀㼍㼗㼑㻌㼏㼍㼞㼑㻌㼛㼒㻌㼏㼔㼕㼘㼐㼞㼑㼚㻘㻌㼔㼑㼍㼘㼠㼔㻚
㻝 㻝 㻝 㻝 㻲㼞㼛㼙㻌㼓㼞㼍㼚㼐㼙㼛㼠㼔㼑㼞
㻚 㻝 㻝 㻝 㻮㼕㼞㼠㼔㻦㻌㼠㼛㻌㼎㼞㼕㼚㼓㻌㼡㼜㻌㼍㻌㼏㼔㼕㼘㼐㻌㼣㼑㼘㼘㻚
㻚 㻚 㻚 㻝 㼀㼛㻌㼎㼞㼕㼚㼓㻌㼏㼔㼕㼘㼐㼞㼑㼚㻌㼒㼛㼛㼐㻌㼠㼛㼓㼑㼠㼔㼑㼞㻌㼣㼕㼠㼔㻌㼏㼘㼑㼍㼚㼚㼑㼟㼟㻚
㻚 㻚 㻚 㻝 㻵㻌㼡㼚㼐㼑㼞㼟㼠㼛㼛㼐㻌㼠㼛㻌㼎㼞㼕㼚㼓㻌㼡㼜㻌㼍㻌㼏㼔㼕㼘㼐㻘㻌㼍㼚㼐㻌㼓㼕㼢㼑㻌㼚㼡㼠㼞㼕㼠㼕㼛㼚㻚
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Table 5-2: Advices from elders on menstruation, birth, 
nutrition, and children (Majeleko)
Table 5-1: Menstruation from unyago (Majeleko)
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q14).
Source: Based on the questionnaire interviews in Majeleko Village in 2014 (Q28, 
Q29, Q86).
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Table 6-1: What did you understand about your  
menstruation from the dispensary?  (Mchinga II)
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 
(Q26, Q67).
Table 6-2: What did you learn about giving birth from the 
dispensary? (Mchinga II)
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 
(Q27, Q67).
Table 6-3: What did you learn about women and children’s 
health from the dispensary? (Mchinga II)
Source: Based on the questionnaire interviews in Mchinga II Village in 2014 
(Q29, Q67).
Table 7: What did you learn about nutrition from elders? 
(Mchinga II)














































































































































































































































































crops indirectly underlined the value of sorghum. The 
influence of the preference of older women to grow 
sorghum further refutes the influence of age.
The trend of major crops and food in Majeleko 
indicated a different picture. The few (17) women who 
had sorghum as a major crop and all of the 6 women 
who do not eat maize as a major crop experienced 
children’s deaths (Graph 11). While the numbers are 
relatively small to form a conclusion, the environment 
in Majeleko may not be conducive to growing 
sorghum. Furthermore, the shift of crops to maize may 
have some relevance.
The results in Majeleko that more women who 
answered that lactating women are prioritized for 
food, experienced children’s deaths (Graph 12), and 
that more women who answered that pregnant women 
are prioritized food, experienced children’s sickness 
(Table 3, Q48) provides a complex picture. This bias 
may be due to the fact that question 48 is answered 
by women who answered that they did not have 
enough food (Q46). Or perhaps, women who actually 
experienced children’s deaths or sickness realized 
the importance of prioritizing food for pregnant and 
lactating women.
5.  Important usage of money
Answers regarding the important usage of money 
highlight the difference between Majeleko and 
Mchinga II. While a majority of women considered 
food important usage of money in both villages, more 
women who considered so experienced children’s 
sickness in Majeleko, whereas relatively more women 
who did not consider so experienced children’s 
sickness in Mchinga II. It may be understood that in 
Mchinga II, the usage of money for food contributed 
to children’s health, whereas in Majeleko, usage of 
money for food meant a serious lack of food, leading 
to children’s sickness. In Mchinga II, women who 
considered health an important usage of money, 
experienced less of children’s sickness, which 
underlines the above perspective. 
6.  Family relations
Majeleko and Mchinga II provided just the 
opposite results. In Majeleko, women whose husband 
was from the same village (Graph 9a) experienced 
children’s deaths more. In addition, divorced women 
seemed to be better off, in terms of children’s mortality 
(Graph 10a). In addition, being married (Q32, Q37), 
cultivating the farm with the husband (Q42) seems to 
have a negative effect on children’s morbidity, whereas 
being unmarried (Q37) seems to have a positive 
impact. In sum, the presence of the husband tends 
to have a negative effect on children’s health, from 
various perspectives.
On the other hand, in Mchinga II, having more 
family members, especially male, seem to have a 
positive effect of preventing children’s deaths (Q39). 
Furthermore, women cultivating/owning the farm 
with the husband seems to be doing better in terms 
of children’s survival in comparison to women 
cultivating/owning the farm alone (Graph 13).
Answers to clan (ukoo) identity and kilawa clan 
identity also provided the reverse results (Table 3, Q3, 
Q5). More women who knew their clan and who did 
not know their kilawa clan were more vulnerable to 
children’s sickness, and vice versa. Most age groups 
Influencing Factors on Children’s Mortality and Morbidity






















20 30 40 50 60 70 ?
Age group 
1 Know clan name
0 Don't know
Note: P=0.112 
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q3, Q5). 
 
























Have kilawa name 
Note: P=0.112 
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q3, Q5). 
 
Graph 21: Age group and clan identity (Mchinga II)
Note: P=0.112
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q3, 
Q5).
Graph 22: Age group and kilawa identity (Mchinga II)
Note: P=0.112
Source: Based on the questionnaire interviews in Mchinga II in 2014 (Q3, 
Q5).
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know their clan, except for women, who did not know 
their age (Graph 21). On the other hand, a majority 
in their 30s did not know their kilawa clan, whereas a 
majority over 50 (including age unknown) did (Graph 
22). To summarize, young women who remembered 
their children’s sickness also knew their clan name, but 
did not know their kilawa. 
7.  Mutual assistances for care
Receiving assistance for children’s care indicated 
a clearly positive effect on preventing children’s 
mortality and morbidity in Mchinga II. Women who 
were able to receive assistance for children’s food or 
whose children are able to eat at relative’s house did 
not experience children’s deaths as much (Graph 17). 
Furthermore, women whose children were able 
to eat at relatives did not face children’s sickness as 
much, in comparison to those who found it difficult 
(Table 3, Q85). Women who had someone else to look 
after their children and help in education, experienced 
children’s sickness less (Table 3, Q99).
However, many of those who received monetary 
help from others, experienced children’s deaths 
(Graph 20a). These women may have experienced 
children’s serious/mortal sickness, therefore received 
monetary help from others. In addition, women who 
helped others in bringing up children, tended to have 
experienced children’s sickness more (Table 3, Q97). 
Women who experienced children’s sickness may have 
more understanding of the difficulty in bringing up 
children, therefore, they tended to help others.
Summary and Conclusions
In this article, two villages in Dodoma and Lindi 
regions were considered as cases to understand the 
situation of children and factors influencing their 
mortality. In both villages, over half of the women 
experienced children’s deaths and sickness.
In both villages, it was confirmed that the situation 
of children improved for younger women, indicating 
improvement over time. This is consistant with the 
general improvement in Tanzania.
While there are pros and cons about modern and 
traditional health services, the results in this research 
indicated negatively to delivering at home with a 
traditional birth attendant (Majeleko) in relation to 
children’s deaths. On the other hand, it indicated 
positively to delivering with a doctor (Mchinga II).
Advice and education had a mixed picture. 
Children of women who learned from school in 
Majeleko, and from the dispensary in Mchinga 
II, had a higher chance of survival. This confirms 
the usefulness of the knowledge taught at schools 
and dispensaries. On the other hand, learning from 
elders were both sided. In Majeleko, more women 
who learned about reproductive issues from elders, 
experienced children’s sickness, and less of those who 
had advice on sickness, experienced children’s deaths. 
In Mchinga II, while advice from elder’s on nutrition 
seemed to have improved children’s health, more 
women who relied on elder’s advice, experienced 
children’s deaths. It may be an indication that while 
some of the advice from the elders was useful, others 
was not. The choice of positive advice may be one of 
the challenges.
Answers related to food indicated an interesting 
point. The results in Mchinga II, that less mothers with 
children who give porridge of sorghum as first food, 
experienced children’s deaths, points at the perspective 
that sorghum is a good choice for children’s health. 
Considering the fact the Lindi Region has very high 
rate of stunting children, this perspective is worth 
looking into. 
The opposite results in Majeleko on major 
crop and food, may be rather an issue related to the 
suitability of the crop. People are now growing more 
maize instead of sorghum or millet. The result may 
be indicating that having sorghum as a major crop, 
is not leading to sufficient food. Those mothers who 
answered that they did not have enough food for their 
children, had experienced children’s sickness.
When looking into decisions concerning money 
consumption, spending money on food was different 
in Mchinga II and Majeleko. This may also indicate 
the fact that in Majeleko, spending money on food 
means that the absolute amount of food is lacking, 
due to complete failure in crop ―which happens quite 
often in Majeleko― leading to children’s sickness. 
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In Mchinga II, spending money on food may mean 
improving the diet. Spending money on health also 
had positive effects on children’s health.
Being married, especially with a husband from the 
village was not a positive asset to improve children’s 
health in Majeleko. Women’s children seemed to be 
better off unmarried or divorced. Even cultivating 
with the husband had a negative effect. On the other 
hand, having more family members, more men in the 
family, and cultivating with the husband seemed to 
have a positive effect in Mchinga II. While further 
investigation on this result is necessary, the difference 
may be emanating from the divergence between an 
agro-pastoral, patrilineal Christian culture and fishing/
coastal, Islam culture with matrilineal roots.  
The issue related to clan heritage in Mchinga 
II, underlined the author’s previous observation in 
other villages, that young people seemed to be have 
forgotten their kilawa clan. 
 In Mchinga II, this gave a clear indication, from 
various aspects, that mutual assistance for children’s 
care, contributed to children’s survival and health. 
However, in contrast, there is a gap between those who 
are in the circle of mutual assistance and those who 
are not. At the same time, the results in Majeleko also 
indicated the decrease of mutual care for children.
Further interviews on an individual level are 
required to confirm the above results. These will 
assist in understanding the reasons and background 
of the relationships. This should also be compared to 
findings at the national level, or in other villages where 
available. This will enable us to clarify if the results are 
in line with the general thrust in Tanzania in general, 
or rather unique to the villages being investigated.13 
Thus, it will provide a policy implication if the result is 
applicable only to the village concerned or to a wider 
range of areas.
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Errata
The following error is to be corrected with apology in 
the preliminary reports indicated as reference to this 
article.




p.133, left, line 23-24: Mtwara Region:
 (129) → (126)
p.155, right, line 13: Don’t know:  6 → 4
line 14: At the time of ___* 3 → 5
In Sakamoto 2015a:
p.151, left, line 23-24: Mtwara Region 
 (129) → (126)
p.153, right, line 19: [Name of clan]** 57 → 69
line 20: Don’t know 25 → 15
line 21: No answer 13 → 11
line 40: □ 1, This village 62 → 63
p.163, left, bottom 2 lines: 
□ 1, Money 51 → 50
□ 2, ____  34 → 33
　　　　　　　　　　　　　　　　　　　　
1
 Sakamoto (2007, 2008a, 2008b, 2011a, 2011b), Sakamoto 
and Kuroda (2013).
2
 Sakamoto (2007, 2008b).
3
 UNICEF and Tanzania (2012). IMR/CMR is not yet 
calculated from the 2012 Census
4
 See Sakamoto (2015a and 2015b) for the compiled 
results in English. It has also been compiled in Swahili 
(Sakamoto 2015a and 2015b) for feedback.
5
 According to the village office records. Majeleko Ward 
is recorded to have a population of 6,886 people in 1,528 
households, according to the 2012 Census (National 
Bureau of Statistics, http://www.nbs.go.tz/ accessed 
16 May 2015).
6
 Sakamoto and Kuroda (2013).
7
 See Sakamoto (2015a or 2015b) for details on the 
selection, and methodology of the questionnaire 
interview.
8
 Refer to Sakamoto (2015a, 2015b, 2015c, 2015d) for the 
actual questions.
9
 In Mchinga II, age itself had correlation with child 
mortality (P=0.000), and also between age groups of 
below 30s, above 40s, and unknown (P=0.018) had 
statistically significant difference. In Majeleko, age 
groups below 30s, above 40s and unknown (P=0.000), 
age groups below 40s, above 50s and unknown 
(P=0.000) had statistically significant difference. 
10
 The correlation in Majeleko for the first child was 0.340 
(P=0.210), and for the last child was 0.442 (P=0.003). 
The correlation in Mchinga II for the first child 
was 0.562 (P=0.000) and for the last child was 0.453 
(P=0.000).
11
 See Sakamoto 2008c.
12
 The age was cut off below 40s and above 50s (plus 
unknown).
13
 The author plans a comparable questionnaire 
interview in North Zanzibar.
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Abstract
This article analyzes the correlation between children’s mortality and morbidity with comprehensive issues 
related to women’s education, family relations, food, consumption, and child care, based on questionnaire interviews 
with 100 women each, in 2 villages in Dodoma and Lindi regions, with high CMRs. A majority in Majeleko and 
Mchinga II villages experienced children’s death and sickness, the major reason being, fever and malaria, however, 
these have improved over time. Correlation analysis identified place/help for birth and knowledge had statistically 
significant differences with mortality/morbidity in both villages, preference on modern. Food, monetary consumption 
pattern, husband’s presence, and mutual support for care were also statistically significant but differently between the 
2 villages. 
（2015 年 6 月 1 日受理）
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タンザニア農村における子どもの死亡・病気とその影響要因
―中部ドドマ州及び南東部リンディ州における事例比較分析より―
阪本　公美子
要約
本論は、幼児死亡率の高い２州の２村（マジェレコ村・ムチンガⅡ村）にて、それぞれ約 100 名の女
性を対象とした質問票インタビュー調査から、子の死や病気の影響要因を分析した。過半数の女性たち
が子の死や病気を経験したが、死亡理由は熱やマラリアが多かった。属性、教育・成人儀礼、婚姻や家
族構成、生活や食料、所得、子（出産、育児、栄養、病気、相互扶助）とのクロス・相関関係分析の結果、
年代と有意な関係にあり、両村にて時代に伴う子の健康改善は確認できた。年代と関係なく子どもの死
や病気と関係がみられたのは、出産の場・介助者（自宅出産より医療施設）、近代的（有利）・伝統的（両論）
な知識、離乳食（後村でメイズよりモロコシ）、現金の重要な消費項目（前村で食料が不利、後村で食料・
健康が有利）、夫の存在（前村で不利、後村で有利）、ケアに関する相互扶助関係（後村にて有利）であっ
た。年代、サービスや知識は二村で共通、食や消費、家族・社会関係は二村で異なる結果となった。
